Chuck Wayland, LCSW  336 W. Spruce St, Missoula  MT  59802     (406) 396-7834    
CLIENT INFORMATION AND CONSENT FOR TREATMENT
This is to certify that  ______________________________________________ gives permission to Chuck Wayland, L.C.S.W. for the provision of psychotherapeutic services for me and/or my child(ren),  

__________________________________________________________________________________

                                                                    (Identify children)

I promise to work hard for and with you. While therapy results in benefits in the majority of cases, there are no guarantees. Maximum benefit will occur with regular attendance, commitment to be prepared, and diligence effort on assigned homework and readings.  
If you need to cancel or reschedule an appointment, call the office 24 hours in advance to avoid being charged for the appointment.  I will charge $30.00 for an appointment that is missed or cancelled without such notice.
Most communication between the client and me is CONFIDENTIAL and protected by law. The client’s written permission is needed to release any information, with the following exceptions (as mandated by Montana State Law): 1) actual or suspected abuse of a child, elder or developmentally disabled person, 2) if client intends to harm another person, 3) if client is suicidal and cannot contract for safety, or 4) records are subpoenaed. I will make every reasonable effort to resolve these issues or notify the client before a possible compromise of the client-therapist relationship occurs. In addition, I do participate in ongoing consultation with colleagues, but names and identifying information are not used in order to protect anonymity. If you have concerns regarding confidentiality, please bring them up.

In the case of minors, my policy is to provide parents or guardians with general information regarding their child’s therapy, and written records are not released.  By signing this consent form, you are waiving your rights to your child’s written records.  This is done in order to maintain your child’s privacy.  The exceptions above apply.

All Co-Pays are due at the time of service.  It is your responsibility to check with your insurance provider to find out deductible and co-pay amounts and to ensure coverage for my services.  
Agreed upon amount per session if different from standard insurance billing rates:       
As a client you have the right to: 1) terminate therapy at any time, 2) question or decline any treatment procedure or approach, 3) ask for referral to another professional, and 4) request information regarding contents of your records or reports.

I acknowledge that I have received and understand the contents of this client information sheet. A copy of this authorization shall be considered valid.

_____________________________________________                       ___________________________

Signature of Client                                                                                  Date


_____________________________________________                       ___________________________

Signature of Financially Responsible Person                                          Date

Rev. 1/1/17
Notice of Privacy Practices:  Receipt and Acknowledgment of Notice
I hereby acknowledge that I have received and have been given an opportunity to read a copy of Chuck Wayland LCSW’s Notice of Privacy Practices.  I understand that if I have any questions regarding the Notice or my privacy rights, I can contact Chuck Wayland, LCSW directly.  
_________________________________________________________________

Signature of Patient/Client





Date

_________________________________________________________________

Signature or Parent, Guardian or Personal Representative 

 Date  

